We report a case of extracapsular cataract surgery, wherein inadvertent large central descemetorhexis and loss of Descemet's membrane (DM) were noted intraoperatively. Postoperatively, near total detachment of the remaining DM was noted. C3F8 descemetopexy at 2 weeks resulted in successful reattachment of the detached DM and reendothelialization in the area of lost DM. The corneal edema resolved with eventual good visual outcome and no complications. Although spontaneous reattachment of Descemet's detachment is described, early descemetopexy results in better visual outcome even in cases with extensive DM loss probably due to early resumption of the physiologic function following earlier anatomic reattachment.
reported. Another commonly reported complication of color diaphragm IOL implantation is secondary glaucoma. Preexisting trauma, direct compression of the trabecular meshwork by the haptics, or aqueous outflow obstruction by large colored diaphragm IOL may cause raised IOP. [6, 7] Reinhard et al. [6] reported postoperative secondary glaucoma in 4/19 eyes of traumatic aniridia. In another study, the authors reported persistently raised IOP in 2/7 eyes, which was controlled with topical treatment or surgery. [8] In our case study, refractory glaucoma in case 3 was treated with Ahmed glaucoma valve surgery.
In conclusion, the scleral fixation of brown diaphragm IOL seems to be a good option for the management of traumatic aniridia and aphakia. Although secondary glaucoma and reduced visibility of peripheral fundus are still a concern, our experience with the colored diaphragm lens has been rewarding in terms of visual and esthetic rehabilitation.
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Case Report
A 73-year-old female patient, with mature cataract in her right eye and preoperative vision of hand movements, underwent extracapsular cataract surgery by a resident. After a superior section and dye-assisted capsulotomy, hydrodissection was attempted. The senior trained surgeon suspected an inadvertent descemetorhexis, took over and completed the rest of the surgery uneventfully. Intraoperatively, there was no overt evidence of detached DM and no active intervention was done.
During immediate postoperative period, the eye had full-thickness corneal edema and vision 1/60. A faint demarcation line inferiorly suggested a DM loss. Specular microscopy did not reveal any discernible endothelial cells (ECs). Hypertonic saline and lubricants were added to routine postoperative topical medications.
Anterior segment optical coherence tomography (ASOCT) 2 weeks postoperatively showed a central area of DM loss and the surrounding residual DM detached [ Figure 1a ].
The patient underwent descemetopexy with 14% C 3 F 8 the same day. The corneal edema started clearing from the next day and by 5 th day vision improved to 6/18.
Two weeks postinjection, the inferior border of the central DM loss could clearly be delineated, but the partially absorbed gas bubble and residual sectional edema obscured the superior border [ Figure 2a ]. Specular microscopy showed central EC density (ECD) of 580/mm 2 with 0% hexagonality. Specular microscopy of the pseudophakic fellow eye showed ECD of 1860/mm 2 and 40% hexagonality.
Two months postoperatively, the gas bubble absorbed and the best-corrected vision improved to 6/6. The clear central cornea showed the well-delineated margins of the DM loss which measured 7.5 mm × 6 mm and extended to the superior limbus at the incision site [ Figure 2b ]. ASOCT now showed the remaining DM attached to the posterior stroma surrounding the areas of DM loss. However, the superior cornea near the section showed some residual edema with a thickened posterior corneal layer [ Figure 1b ].
Repeat specular microscopy of the central cornea showed increase in ECD to 1668/mm 2 with polymorphism and polymegathism but 0% hexagonality. However, specular microscopy done in the superior area corresponding to the thickened posterior corneal layer showed ECD of 811/mm 2 and 0% hexagonality.
Discussion
Human corneal endothelium is characterized by a low regenerative capacity, attributed to low mitotic activity, and therefore, complete regeneration of the endothelial layer after injury is precluded. [1] Interest in migration and enlargement capacities of ECs has been renewed due to recent breakthroughs in endothelial keratoplasty.
Study by Schwartzkopff et al. [2] in a rat keratoplasty model concluded that reendothelialization following keratoplasty occurs in vivo and restores graft clarity, following both immunological or surgical destruction of ECs. The study also provided evidence that peripheral recipient ECs are a sufficient source for graft reendothelialization. Similar concepts have been speculated by Balachandran et al., [3] who reported spontaneous recovery of corneal transparency in two cases with nearly complete graft detachment after Descemet membrane endothelial keratoplasty.
Although these dealt with EC loss in keratoplasty, the same concept holds true in descemetorhexis, and hence, these postulates on endothelial regeneration can be extrapolated to our case. DM detachment is a rare but well-recognized complication of cataract surgery with a reported incidence of 0.5%-2.6%.
There is a relative paucity in literature regarding the guidelines for the management of DM detachment.
There are reports of resolution of prolonged corneal edema after spontaneous reattachment, [4] but it takes several weeks to months. Meanwhile prolonged corneal edema may lead to visually significant corneal opacification. [4] Waiting for spontaneous reattachment carries the risk of possible permanent corneal opacification and eventual keratoplasty for optimal vision.
Chow et al., [5] in 2013, state that DM detachments may be treated either conservatively or surgically, with early surgical intervention favored for scrolled, extensive detachments. They conclude that optimal timing and treatment remain an unexplored area. Despite several reports of spontaneous DM reattachment, early intervention is advocated for speedy and best visual recovery. A study by Jain et al. [6] on descemetopexy in postcataract surgery DM detachment concludes that early intervention by descemetopexy has a good final outcome.
There have been nine case reports [7] published till date on iatrogenic descemetorhexis [ Table 1 ]. Intracameral air injection was done in 2 eyes and 1 required intracameral air and SF6 injection along with transcorneal suturing. Of the rest which were managed conservatively, spontaneous resolution took several weeks to months and the final vision was much less compared to our case which regained a normal visual acuity in 2 months.
Although the area of DM loss in those case reports was much smaller (about 5 mm × 5 mm) compared to 7.5 mm × 6 mm in our case, the final visual improvement was grossly subnormal compared to our case. Those cases with larger areas of DM loss had a grossly inadequate gain in vision.
To the best of our knowledge, ours is the first report of DM detachment complicated by descemetorhexis successfully managed by early C 3 F 8 descemetopexy.
Conclusion
Supporting evidence from studies shows that migration and proliferation of the existing cells in the periphery can help in restoring the corneal clarity. To aid an earlier reattachment of DM detachment, the use of intracameral C 3 F 8 is a safe and accepted procedure and should be tried as the first option even in cases complicated by loss of DM.
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Case Report
A 52-year-old male, working as a supervisor in a chemical factory, presented with decreased vision in the left eye for 12 months. He had a history of trauma to the left eye from a cylinder blast injury 1.5 years ago. He had not received any ophthalmic consult or treatment before this visit. Clinical examination did not reveal any systemic abnormality. Best-corrected vision in the right eye was 20/20 and in the left eye was 20/400. In the left eye, there was traumatic mydriasis of the pupil and multiple sphincter tears. Fundus examination revealed normal fundus in the right eye; however, in the left eye, there was disc pallor, multiple choroidal ruptures with extensive retinal scarring, and widespread pigmentary alteration in midperiphery and far periphery [ Figures 1-3 ]. As the macula was involved, there was significant visual loss. No retinal breaks nor any other signs of retinal detachment were noted. On clinical examination and spectral-domain optical coherence tomography, there were no signs of choroidal neovascularization. Observation with protective glasses at work was advised, and poor visual prognosis was explained.
Discussion
Retinitis sclopetaria, or traumatic chorioretinitis, is a relatively rare condition following high-velocity injuries close to the globe such as gunshot, missile injuries, blast injuries, and even blunt trauma. When a high-velocity projectile passes adjacent to the globe, there are direct and indirect shock wave forces which can lead to simultaneous retraction This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
